
DISCUSSION.

In reviewing these groups, it is found that
among 80 patients in whom the diagnosis of
paresis was made definitely or in whom a sus-
picion of it was entertained, in 57 at the most
(71%) the diagnosis appears to be confirmed
after examination of the serum and cerebro-
spinal fluid. In the 60 cases in which the diag-
nosis was made definitely, it seems to be sub-
stantiated by serological and cytological evi-
dence in 50 cases, or 83%.

On the other hand, three cases of paresis have
been discovered by the routine examination of
the serum and cerebro-spinal fluid in patients
diagnosed on admission as senile dementia, arte-
riosclerotic depression and alcoholic hallucinosis.

The groups into which the non-paretic cases
fall are : the alcoholic, 10 ; the dementia precox,
9 ; the manic-depressive, 2 ; unclassified depres-
sion and undiagnosed, 1 each. The revised di-
agnosis in all the cases, except possibly the Kor-
sakows, would doubtless have been attained by
clinical observation alone in the course of time,
but for rapid elimination of the suspicion of
paresis, the serological and cytological examina-
tion of the cerebro-spinal fluid is essential. It
is also a common experience in large hospitals
that there are on the chronic wards certain de-
mented patients who are supposed to be long-
standing cases of paresis, the diagnosis having
been made on their admission in pre-Wasser-
mann days, and never challenged. When their
sera and fluids are examined, however, the re-
sults in a certain proportion of cases are found
not to be in accord with the diagnoses and the
cases appear on closer inspection to be cerebral
arteriosclerosis or syphilis, or Korsakow's psy-
chosis.

Correlations of clinical and autopsy findings
from the Danvers0 and the Worcester State Hos-
pitals" in pre-Wassermann days have shown that
there is a positive error of about 15% in the
clinical diagnosis of paresis. The study of clin-
ical diagnoses before and after examination of
the serum and cerebro-spinal fluid goes to prove
the same point, i.e. that p«aresis is actually not as
frequent as it appears to be from purely clinical
observation.

Since Wassermann tests and cerebro-spinal
fluid examinations have been commenced, how-
ever, the tendency in this institution at least, has
been toward more reserve in the diagnosis of
paresis, and more care has been exercised in
making a differential diagnosis, particularly
from cerebral syphilis and arteriosclerosis.

CONCLUSIONS.

Our conclusions may be summarized as fol-
lows:

1. Examination of the serum and cerebro-
spinal fluid leads to a reduction in the number
of cases diagnosed as general paralysis.

2. The cases which have been found most
difficult to differentiate from paresis without ex-
amination of the serum and cerebro-spinal fluid
are cerebral syphilis and arteriosclerosis and
Korsakow's psychosis, in regard to cerebral
syphilis, however, it must be said that although
the findings in the serum and cerebro-spinal
fluid are supposed to be sufficiently character-
istic to permit a differential diagnosis from
paresis, in the individual case they frequently
leave one in doubt.

3. In a large insane hospital the routine ex-
amination of the serum and cerebro-spinal fluid
finds, perhaps, its most immediate value in the
rapid confirmation or elimination of the sus-
picion of paresis in new patients and in revision
of the diagnoses of certain patients admitted in
pre-Wassermann days.

Thanks are due to the staff for help in collect-
ing the clinical data. .
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TWO CASES OF LUNG ABSCESS CURED
BY OPERATION.

By Wyman Whittemore, M.D., Boston.

Assistant Surgeon to Out-Patients, Massachusetts
General Hospital.

These two cases are reported because in each
an abscess of the lung followed immediately
after taking ether. One patient had been oper-
ated on for a deviated septum and the other had
had several teeth extracted. It seems probable
that both these cases were due to aspiration of
some infective substance.

Both cases are perfectly well at the present
time. The first case was operated on a year and
three months ago and the second four months
ago.

I criticize my technic in the first case at the
present time because the operation was done at
one sitting. The lung seemed to be adherent to
the lower half of the pleura that was exposed in
the field of operation, but although I stitched
the lung to the pleura before opening into the
abscess, yet this patient developed an empyema
two weeks after the operation, which I feel was
due to leakage of septic material into the pleural
cavity. This necessitated a second operation,
from which the patient made a speedy recovery.

I think the technic I used in the second case a
much safer one. In this case at the first opera-

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 27, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



tion, after exposing the pleura, I placed several
gauze sponges against it, and did nothing else
except suture the skin and muscle flap back into
place. At the second operation, five days later,
I found the lung very adherent to the pleura,
and after draining the abscess the patient made
an uninterrupted convalescence.

Case 1. A married woman of 21, entered Sept.
17, 1912.

F. H. Mother, father, one brother and husband
well. Married fifteen months. No children. No
miscarriages. No tuberculosis, neoplasm or neu-
roses. No exposure to tuberculosis.

P. II. Measles, scarlet fever, whooping cough, be-
fore fivo years of age, "nervous prostration" at 18,
brought on by over-work and worry; treated for
three months with good recovery. Otherwise always
well and strong, until November, 1911. No chronic
cough. Took cold easily. Cta. at 13. Appetite
always good. Bowels constipated. Weight 143.

P. I. Oct. 31, 1911, took ether and had 15 teeth
out. Nov. 1, "caught cold." Nov. 2, went to bed with
sharp pain, worse on cough in lower left axilla and
a dull heavy weight in front of left chest above breast.
Coughed night and day, raised thick, dark brown
sputum. Was in bed eight weeks, cough gradually
lessening and sputum gradually getting lighter in
color until it became white and watery, "temperature
irregular, 98.6-101, pulse normal, appetite and nu-
trition good." Cough never entirely ceased but she
was up and about and in Jan., 1912, started house-
keeping again, and was in fairly good health until
March, 1912.

On March 23, 1912, had two hemorrhages within
half an hour, raising about 2% cups of dark red
blood.

April 5, 1912, was sent to Sharon Sanitarium
with a diagnosis of tuberculosis. In bed for two
days after which she was up and about until May
15 when she was discharged against advice.

Patient states that repeated examinations for
tubercle bacilli were negative. Within a week from
the time of discharge was in bed again with
pleurisy, up in two weeks and has remained in
fairly good health except that cough had continued,
Took cold in August which was followed by return
of sputum, cough and pleurisy. Five days before
entrance, taken with sudden sharp pain in upper
left chest, more severe than pleurisy pain. Felt a

gurgling in chest, was frightened, could not breathe
for a little while. Similar attack two days later.
The amount of cough and sputum has varied greatly
but has never been entirely free from cough for
cloven months and at times has raised as much as
two cupfuls in twenty-four hours. Has slept well
except for being disturbed by cough.

P. E. W. D. woman, with clear skin and mucous
membranes of good color; pupils circular, equal,
and react normally. Superficial lymph nodes nega-
tive. Tongue clean. Many teeth gone. No pyor-
rliea. Throat a little reddened. Heart, dullness
from midsternum, 3 cm. to right, 12 cm. to left,
2 cm. outside nipple line. Apex impulse felt in
fifth space, inside nipple line. Sounds rapid, regu-
lar, with a soft systolic murmur heard along left
sternal margin, best at second left interspace. P2
greater than A2 and plus. Pulses equal, good vol-
ume and tension. Artery walls not felt. Lung:
left, in front there is a space bounded above by the
first rib, internally by edge of sternum; below, by

fourth rib, and externally by anterior axillary line.
There is tympany, coarse gurgling râles, no coin
sound, breathing harsh, prolonged expiration but
not typically amphoric, cracked pot sound. Noth-
ing abnormal heard in back. There is a small area
in the region of the apex of the right lung of rela-
tive dulness, slightly increased fremitus and voice.
Liver dullness sixth space to costal margin, edge
not felt. Spleen not felt. Extremities normal.
Knee-jerks present and equal; reports from City
Board of Health, state no tubercle bacilli.

Sept. 18, whole right back slightly dull. Left
back slightly tympanitic. Breath has a sickish odor,
sputum not extremely foul. Tentative diagnosis,
''lung abscess" following a foreign body,—an ether
inhalation pneumonia or an infarct. Sept. 20, x-ray
No. 21,474, a dense shadow occupies the whole of tho
left middle chest, base and apex clear; right lung
negative. Shadow probably due to thickened pleura
overlying some pathological process in lung. No
foreign body seen. Sept. 22, second plate confirms
above.

Sputum examination Sept. 17, slightly foul smell-
ing, muco-purulent, with one blood streak, micro-
scopically many bacteria, mainly cocci of various
kinds, none overwhleming in predominance, no tu--
bercle or influenza bacilli seen.

Sept. 20, muco-purulent sputum with two blood
streaks, no tubercle or influenza bacilli seen.

Sept. 25, very rare clastic fibre found after boil-
ing sputum with 10% NAOH and centrifugalizing.

Sept. 26, no change in physical condition or in
symptoms, Evidence points to the presence of one
or more abscesses in left lung at the level of third
to fifth rib, probably near the anterior wall, prob-
ably pnomnonitis about them and thickened pleura.
Transferred to the surgical service:

While on the medical service the temperature
varied from 98 to 99.2, pulse 90 to 100. Urine nor-
mal. Blood, Hgb. 70%'; whites 12,200, red 4,264,000.

I operated on Sept. 27, 1912. Intratracheal ether.
Patient placed on right side with left arm held
high up, giving excellent exposure of left chest. A
six-inch curved skin incision in anterior axillary
line. Skin and muscle flap turned up. Third and
fourth ribs exposed over an area of three inches and
resected subperiosteally. Intercostal muscles tied at
both ends and excised. ThroVigh the upper half of
the exposed pleura normal lung was seen moving
with respiration, but through the lower half of the
exposed pleura, the lung did not move with respira-
tion, was solid to the touch and seemed adherent to
the pleura. Fifth rib exposed and resected as the
others. Pleura stitched to this solid area of lung
tissue. Trochar inserted into this lung tissue, in-
ward and upward, thick blood, only result. Finger
inserted along path of trochar and region corres-
ponding to x-ray shadows, explored. A cavity, above
and just external to tho heart was broken into from
which escaped a little foul-smelling pus, mixed with
dotted blood. This cavity drained with rubber
tube.

Patient made a good recovery from the opera-
lion with T. and P. coming down from 101 to
normal and remaining normal for nine days during
which time she coughed very much less but still
raised a little sputum, containing streptococci and
pneumooocci. The discharge from tube was at first,
dark bloody fluid with some muco-purulent material,
later becoming entirely muco-purulent. On the
tenth and eleventh days following operation T. P.
began to go up and during the following week patient
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ran a temperature of 101-102 at night, down to
nearly normal in the morning. The physical signs
on Oct. 17 showed dullness in the left back half
way up to scapula. Trochar inserted in eighth in-
terspace, in posterior axillary line, and half a bottle
of thick pus evacuated.

Oct. 17, second operation; one and one-half inches
of eighth rib resected, subperiosteally pleura opened
with escape of a considerable amount of pus. Large
rubber tube fastened in.

Patient made an excellent recovery. The dis-
charge gradually lessened so that on November 1,
1912, the tube was left out entirely and on Nov. 4,
she was discharged from the hospital.

Dec. 15, patient's doctor reports that she has been
gaining strength steadily and has had no pain or
cough.

Feb. 10, 1913, patient reports, there is no dis-
charge, both wounds entirely closed, no cough,
no expectoration. Has gained twenty pounds since
leaving the hospital.

Nov. 17, 1913, patient writes that cough is en-
tirely gone, side is perfectly well and she considers
herself cured.

Case 2. Age 17, single ; entered the hospital Aug.
' 15, 1913. Office-boy.

F. 11. Father, mother two brothers and two sis-
ters well.

P. H. Measles as a child. Occasional sore-throat
and cold. Appetite good. Habits, no alcohol or
tobacco.

P. I. On July 23, 1913, operation on nose under
ether for deviated septum. Went home a few hours
later.

July 25, began to have headache, frontal region,
no nasal discharge.

July 27, pain in chest. Slight cough.
Aug. 1, pain in chest worse, cough and foul

sputum. Not working but up and about. Occa-
sionally felt feverish. Cough usually started on
lying down. Paroxysms of about five minutes, rais-
ing about a drachm or two of yellow sputum. Pain
localized under right scapula.

P. E. W. D. N. boy, short loose cough. Skin
shows marks of counter-irritation over right chest.
Sciera clear, mucous membrane of pale color. Pu-
pils, equal, regular, react normally. No glands felt.
Tongue, moderate white coat. Teeth fair. Throat
red. Heart, apex in fifth space, 8 cm. to left of
median line, just outside nipple line. Shifts 3 cm.
in left lateral position in same space. Right border
2.5 cm. to right of midsternal line. Sounds regular,
good quality, no murmurs. Pulses, equal, good
volume. Lungs : .right anterior region at second
and third ribs, dull, diminished breathing; slight
bronchophony. Right posterior, corresponding re-

gion, slight dulness. At the lower angle of the
scapula there is dullness and high nitched voice, a
few fine and medium moist râles at the base of both
lungs. Abdomen : liver dullness fifth space, to cos-
tal margin ; edge not felt. Spleen and kidneys not
felt. No masses, tenderness or spasm. No costo-
vertebral tenderness. Extremities negative. Geni-
tals negative.

The next day breath not foul but sputum very
foul. Heart slightly displaced to left; right chest
fixed, generally tympanitic. Transitory bronchial
breathing above right nipple; heart sounds heard
well in right axilla. There is probably an area of
consolidation surrounding an abscess near root
of right lung. Sputum: about 2 cc, moderately
thick, muco-purulent. Not bloody, very foul. Mi-

croscopieally much pus, occasionally large gram-
positive diploeocci. A few streptococci in long and
short chains. Some bacilli, not characteristic, no
tubercle bacilli. X-ray shows dullness at right
upper chest as low as fourth rib in front. Lower
border of shadow is much more dense than upper
border: lung markings cannot be made out in upper
part. This may be due to pleural thickening. Diag-
nosis, abscess of lung.

Aug. 20, the boy does not seem to be absorbing
much from his abscess,. fairly comfortable except
when coughing. Lying on right side is only posi-
tion which does not induce coughing. The physical
signs change rapidly from minute to minute but
there is an area of dullness in region of third and
fourth ribs in front where at times pure broncho-
breathing is heard. T. ranges from 99-101. Urine
negative. Blood, hgb. 80%', whites 34,900.

Tranferred to the surgical service:
I operated on August 21, 1913. Intratracheal

ether. Patient on left side with right arm elevated.
A "V" shaped incision made in right axilla with
base up, about five inches across. Skin and muscle
flap turned back. Fourth, fifth and sixth ribs ex-
posed and resected subperiosteally for about three
inches. Intercostal muscles ligated at both ends and
excised. Pleura now exposed. Three gauze sponges
laid on it and flap sutured bock into position.

Five days later on August 20th, under ether,
stitches removed and flap turned back. Gauze re-
moved and pleura found very adherent to lung. On
exploring the area corresponding to the shadow in
the x-ray, my finger broke into a mass of soft tissue
in the upper lobe with the escape of extremely foul
odor and a little bloody pus. Tube fastened into
cavitv.

Patient made a good recovery from the operation.
Aug. 29, discharged considerable foul-smelling

pus from tube. Coughs a good deal but raises very-
little. Temperature 98 to 100.

Sept. 15, cough very much better; does not raise
anything; wound draining less.

Sept. 17, tube removed.
Sept. 19, very little discharge from sinus.
Sept. 20, discharged from hospital.
Oct. 15, patient reports in the Out-patient De-

partment, has no cough and does not raise any-
thing. Wound entirely healed. Is troubled slightly
with shortness of breath and transferred to the medi-
cal department.

Jan. 7, 1914, patient reports that he is feeling
perfectly well, except for some shortness of breath.

PROSTATECTOMY WITHOUT
IRRIGATION.

By A. E. Rockey, M. D., Portland, Oregon.

More than a year has now passed since I pub-
lished the composite method of prostatectomy
without irrigation1. It is five years since I have
irrigated the bladder after prostatectomy either
in connection with the operation or during the
post-operative treatment, except as I shall pres-
ently describe. Year by year I am more firmly
convinced that irrigation after prostatectomy

' North Pacific Surgical Association, Vancouver, B. C, Dec.,
1012. Printed in Surgery, OynecOlogy and Obstetrics, April, 1013.
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